A random sample of 133 elderly patients who had an unplanned readmission to a district general hospital within 28 days of discharge from hospital was studied and compared with a matched control sample of patients who were not readmitted. The total group was drawn from all specialties in the hospital, and by interviewing the patients, their carers, the ward sisters, and the patients' general practitioners the factors causing early unplanned readmission for each patient were identified. Seven possible principal reasons were found: relapse of original condition, development of a new problem, carer problems, complications of the initial illness, need for terminal care, problems with medication, and problems with services. There were also contributory reasons, and it was usual for several of these to be present in each case. The unplanned readmission rate was 6%; the planned readmission rate was 3%. It was thought that unplanned readmission was avoidable for 78 (59%) patients. Patients in the study group and in the control group showed significant differences in certain characteristics-such as low income, previous hospital admission, already having nursing care, and admission by general practitioners-and this might help to identify patients who are likely to be readmitted in an emergency.
Introduction
During the past 20 years there has been a regular output of studies concerned with the discharging of elderly patients from hospital. Most describe difficulties in resettling these patients into the community.'-5 One feature commented upon was unplanned readmission, which, though the rates have varied, has been as high as 20% in the first year.67 Unpublished figures on readmission from selected health districts in the North West Region (1979) showed a 15% readmission rate for patients aged over 65; one third of the readmissions took place within the first 28 days (personal communication). Most studies were confined to patients who were discharged from departments of geriatric medicine,89 or occasionally to elderly patients suffering from single specific disabilities. [10] [11] [12] Attempts have been made to identify factors which might lead to readmission, such as type of discharge,'0 patient compliance,'3 occupational state," contact with family,'2 age of patient,'2 chronic disability,9 patient in a home for elderly people,9 unavoidable relapse,8"4 inadequate medical management,8 and poor rehabilitation.' This study was designed to look at the process of discharge and to identify factors that cause early unplanned readmissions.
Description of study The study was carried out during the 12 months to March 1985 in a district general hospital. A random sample of 133 patients aged 65 and over, who had an unplanned readmission within 28 days of discharge formed the study group Many of the readmitted patients had carer problems. In only five of these was the carer a spouse. In the remainder they were other relatives, apart from two, who were a lodger and a neighbour. A few people were readmitted because of complications of the original illness, usually orthopaedic, and a few for terminal care. All of these last suffered from neoplastic disease. For six of these the carer was a husband or wife who was also elderly and in poor health. We had expected that problems with medication might be a contributory. rather than a principal reason for readmission. But for eight patients problems with medication directly caused the readmission. Finally, four patients were readmitted because of failure in formal services. All were due to difficulties in communication between the hospital and the district nursing services. The median interval between discharge and readmission for the 133 patients was nine days, and this varied with the reason for readmission (table I) . Complications, problems with medication, and carer problems resulted in quick readmission; unplanned terminal care and problems with services took longer to emerge as factors. Although the numbers were small, they may suggest a trend. There was no significant difference in the distribution ofreasons for readmission between men and women. For those who were readmitted because of relapse, new problems, or terminal care greater proportions of patients in each category did not live alone.
There was no significant difference between the readmission rates for each of the specialties concerned. More study patients were admitted at first admission to geriatric medicine care (43; 32%) than control patients (36; 27%), but this was not significant. Other specialties had nearly equal numbers of study and control patients. Predischarge home visits were more likely to have taken place from the geriatric medicine department than from the other hospital departments (x2= 13X5, 1 df, p<0-001).
Contributory reasons for readmission
In nearly every case there were contributory reasons that made readmission more likely (table II) . Each of the seven principal reasons for readmission could also have been contributory. For example, a problem with medication might have been a prime cause but relapse and carer difficulties may have been strong contributory factors. Altogether 15 such reasons were identified, of which carer problems were the most common. The practical and emotional strain of caring for an elderly patient who has been discharged from hospital was clearly apparent during the interviews. Premature discharge as assessed by carers and patients was the second most common contributory factor (77; 58%) for study patients. Although the assessments were subjective, and as they were retrospective they might be biased, confirmation was given by the general practitioner in 24 cases. The general practitioners stated that in their opinion discharge was premature for 26 (31%) of the 83 patients about whom they commented. Other contributory reasons were medication problems; failure of services; poor preparation for discharge in terms of assessment, advice, and too short notice; failure of notification to general practitioners, and, in turn, their failure to visit patients who were discharged. For readmitted patients more than one contributory factor was often present and sometimes many; there were nine for one patient.
Seven control patients were readmitted during the fifth and sixth week after discharge, which suggested that in that group readmission factors were also present. It was possible to compare the study and control groups for some of these factors (table III) . As can be seen, problems were present in both groups, although often significantly more so in the study group.
The reason for the different numbers of patients with problems with services and failure of the general practitioner to visit for the study group in table III compared with actual contributory factors in table II is that when deciding on principal and contributory BMJ VOLUME 297 factors it was necessary to take into account the significance of each factor in causing the actual readmission. Sometimes factors were present but were not directly causal.
Apart from problems that were judged to be principal or contributory reasons for readmission there were other significant differences between the study and the control groups. The study group had an overall lower level of income (x2= 12-2, 3 df, p<0 01) and were more likely to have been in hospital more than once previously (x2=l 14 There was also evidence of differences at the time of discharge. The study group more often had the services of a district nurse (x2=4, 1 df, p<005) or social worker (x2= 12 -7, 1 df, p=0 0001) arranged at discharge and had general practitioners who were more dissatisfied with information from the hospital (x2-10-8, 1 df, 001>p>0 001) and had had fewer notices of discharge from the hospital (X2=15 5, 1 df, p= 00001). Fewer study patients were asked to attend outpatient departments after discharge (x2=9 43 2 df, p<O Ol).
There were some differences which, although clear, were not significant. Study patients were more likely to be readmitted the first time into the geriatric department, had more medication, and were much more likely to have had five items prescribed at discharge. Also, study patients were more likely to be discharged in the evening and were less likely to use their own transport. The study patients were less likely to have carers who were spouses. The carers of study patients had more long standing illness and their health was less likely to be good; they experienced more recent family problems and had patients who needed more help with bathing, laundry, cooking, shopping, and housework.
Preventability
An assessment was made by EIW as to whether readmission was preventable. It was noted that readmission could have been avoided if more effective action had been taken in one or more of five areas: preparation for and timing of discharge, attention to the needs of the carer, timely and adequate information to the general practitioner and subsequent action by the general practitioner, sufficient and prompt nursing and social services support, and management of medication. It was considered that for 78 patients (59%) readmission might have been avoided if proper arrangements had been made in these areas.
Discussion
This study differs from those mentioned above because it concentrated on early unplanned readmission of elderly patients from all specialties. The design was based on random sampling and comparison with a matched control group. When determining the reasons for readmission, however, a case study method of assessment was used, and this proved to be satisfactory. Sometimes subjective assessments were supported by statistical findings.
Because of different study methodology it was difficult to compare the rates of readmission in this study with those of other studies. Hodkinson and Hodkinson showed that 36% of all admissions to their geriatric department were readmissions.9 As Rosin has suggested, multiple readmission is also part of the readmission picture and makes true recording difficult. 16 It is hard, therefore, to get definitive unplanned readmission rates, but the rate of 15% from all specialties within 12 months in the North West Region is probably a reasonable estimate of what might prevail nationally. The 6% unplanned rate in the present study approximates to the 5% for readmission within the first 28 days reported in the North West Region. Planned readmission rates in the first 28 days were found to be 3% in the present study.
The patients who took part in the study were admitted to a wide range of specialties, and the department of geriatric medicine cared for one third. There was no significant difference between the readmission rates of specialties. A further paper will describe the discharge procedure, but from the sisters' opinions of the condition of patients at discharge there was evidence that those whose first admission was to the department of geriatric medicine had had more severe illness. Although there was a suggestion of a higher readmission rate among these patients, it was not significant. Using a predischarge visit to the patient's home as a marker, the fact that patients in the department of geriatric medicine were significantly more likely to get such a visit supports Victor and Vetter's view that discharge planning is better in departments of geriatric medicine. 7 Early readmission of elderly patients is a distinct phenomenon, and there are identifiable reasons for this. The ones found in our study agree broadly with those in other studies. Victor and Vetter'4 and Hodkinson and Hodkinson9 suggested that readmission is due mainly to relapse or breakdown in the original condition. Victor and Vetter, however, were not confident that readmission was precipitated by social factors in the community or that inadequate after care contributed to early readmission. Graham and Livesley identified unavoidable medical deterioration, inadequate medical management, noncompliance, social problems, and inadequate rehabilitation as factors.8 This is a different classification from the one used in our study, but there is some overlap and many reasons are similar.
We found a more complicated picture. There was a variety of contributing factors, and for many patients there were several. Looking at the themes that emerged when examining the differences between the study group and the control groups some clustering was apparent and several aspects were seen to be important. These were severity of illness, difficulty with carers, preparation for discharge, medication, notice to general practitioners from the hospital and subsequent visits by general practitioners, economic state, and provision of services. The results also showed that it is possible to identify the patients who are more likely to be readmitted early. For example, those with a low income, those who have been in hospital previously, those already getting nursing and social care, those admitted by their general practitioners, and those whose carers are undertaking personal tasks.
We attempted to determine whether the readmissions were preventable and found that 59% were, which agrees closely with Graham and Livesley's figure of 58% of patients presenting to the hospital within two weeks of discharge.8 We cannot comment about hospital policy concerning early discharge because of the wide range of specialties included. Hodkinson and Hodkinson argued that readmission BMJ VOLUME 297rates were not a feature of high or low turnover.9 They pointed out that readmission, perhaps on several occasions, may be generally preferred to permanent admission, both by the patient and by the system. Our findings show that too early discharge was a common contributing factor in unplanned readmission. It is necessary therefore to be sure that readmission does not occur because of avoidable failures either in the discharge procedure or in resettlement. Seeking only one cause for readmission of a patient is both simplistic and unrealistic. Although an unplanned readmission rate of 6% might not cause much concern, the fact that nearly 4% of those discharged were readmitted unnecessarily seems unacceptable. We propose to describe in detail the process of discharge, general practitioner response, the carers, medication problems, and formal services. Apart from readmission, it is important that many problems were also present in the control group, and this highlights the risks at discharge from hospital. The moment of discharge is an important point in a patient's life, and there should be guidelines for those working in both hospital and community. For the hospital we suggest the following: assess home circumstances; check that there are carers at home; give adequate warning to relatives and carers; ascertain that discharge is appropriate; assess the patient's capability for self care at home; arrange transport so that the patient can get home during the day; go through a written medication check list with the patient or carer or both; ensure that advice is understood by the patient or carer or both; confirm arrangements for services; check that some professional in the community knows that the patient is being discharged; ring the general practitioner's surgery with brief details; be aware of special circumstances where early readmission is possible. Similar guidelines should be followed by those in the community. We recommend that a person in the community is given the task of liaising closely with all departments in the hospital, the carers, the formal services, and the general practitioner. Each patient who is discharged should be visited by someone from the practice within 48 hours to check for the presence of a carer and the needs, medication, services, general condition, and follow up requirements. It is also necessary to check on whether advice given by the hospital is understood, especially in circumstances where readmission may be possible.
It would be beneficial to provide progressive care by establishing a halfway house to which some patients could be sent before going home to allow adequate rehabilitation and assessment to take place. We recommend that such a scheme should be started experimentally and carefully evaluated.
Some discharged patients are likely to have economic problems. Health and social workers should advise all discharged elderly patients who satisfy the conditions to apply for an attendance allowance. A case could be made for this to be paid to all elderly discharged patients routinely for a limited period, and a continuation being applied for in the normal way. These suggestions and guidelines are broadly similar to those outlined in a recent Department of Health circular on discharging patients from hospital, which are based on good communication between the various services. 18 Consideration should also be given to providing elderly patients and their carers with a written account of instructions at discharge with a summary of the principal features of the illness. Finally, community care is often held as the ideal for old people. It is a concern that at a crucial point this care has not been given as effectively and efficiently as it should be.
